A survey in a short paper of some of the recent advances in dinical obstetrics must of necessity deal with generalities, but for the sake of those not in intimate contact with the field such an exercse may prove useful. In the present communication only certain phases of the subject which to me seem pertinent will be considered.
The discussion of Cesarean section has always been one of great interest to obstetricians. There is no question but that this operation, which was somewhat of a rarity a generation ago, is a commonplace performance now, and a very important life-saving measure. The present discussion may well center around two aspects; first, the safety of the operation and, second, the variations in the technic of its performance. With regard to the former I think that the brilliant results obtained in certain instances are apt to create a false sense of its safety as a major obstetrical procedure. The truth of the matter is that it is by no means the simple and safe operation that it is popularly supposed to be. The average mortality in the experience of all operators is a far truer measure of its value as a procedure than are the results of a single surgeon or of a wellorganized dinic.
Without attempting to prove my statements with statistical records, it is not exaggeration to say that well-informed obstetricians agree that when Cesarean section is an elective procedure, and every circumstance is favorable, there still exists at the present time a minimum mortality of at least one to two per cent. On the other hand, in average hands, and these do most of this surgery, the mortality rises to 10 or 12 per cent. Without question too many Cesarean sections are being done on ill-grounded indications or on none at all, and improvement is to be expected only through improving obstetric teaching and the greater employment of welltrained men.
During the past few years the employment of the low or cerv-ical Cesarean section has become more and more general. In this method the uterus is opened in the lower uterine segment or passive portion of the uterus after the separation of a peritoneal and a bladder flap. In the closure of the uterine wound these flaps cover securely the uterine incision and thus form a formidable barrier between the interior of the uterus and the peritoneal cavity. Its eminent field of usefulness has been shown to be in those cases that come to operation late in labor or in those instances where, due to manipulation or other causes, there is potential infection in the uterine cavity.
The classical or corporeal operation has many modifications, but the one which I refer to in this discussion is that following the technic described by B. C. Hirst. In this operation the incision is made low in the anterior uterine wall, followed by meticulous care in coaptation and suture, burying all sutures and securing by this technic a wound which shall be sealed and leak-proof within a few hours and shall remain so in spite of uterine contractions.
At the present time the question arises as to whether the newer cervical operation should, as most of its proponents suggest, entirely displace the older or classical Cesarean section. There are certain disadvantages to the former operation. For instance, when it is performed before the onset of labor the lower uterine segment is often thickened, and troublesome hemorrhage may be encountered. Furthermore, atonic hemorrhage may arise in this location which may be difficult to counteract with sutures. There are certain other technical difficulties, such as the extraction of the fetal head, which do not obtain in the older operation. The cervical operation in the hands of most operators certainly consumes enough more time to make this a question of debate. My own opinion is that, generally speaking, before or at the onset of labor in the presumably clean and elective case the operation of choice is the classical Cesarean section done after the method of Hirst, and I also believe that for the surgeon who only occasionally performs Cesarean section this simpler operation offers a safer course than the more technical surgical procedure. Anesthesia:
Ever since the days of Walter Channing's crusade for anesthesia in childbirth obstetricians have been seeking the ideal obstetrical anesthetic. The volume of the present-day literature is a silent but convincing witness that this has not been found and that the end is not yet. Nevertheless, important and effectual progress has been made. Every obstetrician has his favorite methods for rendering childbirth less painful and I shall base my remarks on my own experiences and observations.
At the present time the so-called local anesthetics have not been helpful in solving our problem. Lumbar and sacral anesthesia are unsatisfactory because their effect does not last long enough and because they may abolish the voluntary use of the abdominal muscles. Parametrial, parasacral, and pudendal anesthesia last but a short time and entail some risk of infection. The older inhalation anesthetics, particularly chloroform and ether, unquestionably tend to arrest contractions in the first stage of labor and to diminish their force and frequency in the second stage. Added to these objections should be their toxicity which is particularly pernicious in patients suffering from pregnancy toxemia. For these reasons it would appear that these anesthetics in obstetrics have largely finished their usefulness. At the present time I think our safest and most effectual agents are morphine and its derivatives, nitrous oxide and ethylene, and colonic ether and oil, and for satisfactory results with these agents the obstetrician must be able to adapt them to the needs of the patient in the different stages of labor. The patient in the first stage is best relieved by hypodermic medication supplemented by colonic ether and oil after the method of Gwathmey. Morphine and scopolamine are also extremely useful. Recently the barbiturates have been used both hypodermically and by mouth, and although at the present time experience has not been sufficient to evaluate the results, it would appear that these latter drugs are very useful. The colonic ether and oil is chiefly useful in those patients with an unusually painful first stage, or in those in whom, because of slow dilatation of the cervix, this stage of labor is of long duration.
During the last two hours of labor an attempt should be made to avoid hypodermic medication because of its possible deleterious effects upon the fetus. At this time, that is, at the end of the first stage or early in the second stage of labor, intermittent gas oxygen analgesia properly administered gives excellent results, increasing the administration to full anesthesia at the end of the second stage.
In rare instances ether may be added as a useful supplement to nitrous oxide anesthesia.
Mention should be made also of the splendid results of local anesthesia for Cesarean section in those patients in whom inhalation anesthesia is contraindicated.
In competent hands the above agents will give quite ideal results, but in unskilled hands the pain and discomfort of childbirth may be but little affected. Pregnancy Toxemwa:
Whenever the etiology of pregnancy toxemia is discussed I am reminded of a sentence written in another connection four centuries ago by the great French essayist Montaigne. It seems to fit so well our attempts to solve the "Great Obstetrical Problem" that I quote, "We cannot make ourselves sure of the supreme cause and therefore clutter a great many together, to see if it may not accidentally be amongst them." Our position today regarding this problem may be simply stated. We do not at the present time possess any satisfactory treatment, and probably will not until the actual etiology of the disease is discovered. Eclampsia is still the great "disease of theories." We are not, however, in total ignorance of this condition and each year brings us nearer, if but slowly, to its solution. Our present-day knowledge has established certain facts that are important, and these may be briefly stated. Eclampsia has characteristic hepatic lesions; primiparity, multiple pregnancy, and hydramnios are predisposing influences; pre-eclampsia and eclampsia are frequently seen with hydatidiform mole; its incidence increases as pregnancy approaches term; marked edema is usually a favorable sign while its absence adds to the gravity of the prognosis; true eclampsia rarely recurs, while chronic nephritis gives rise to increasingly serious trouble in each succeeding pregnancy; intrauterine death of the fetus is usually followed by improvement; convulsions and other symptoms of edampsia occur in the early weeks of pregnancy in only two conditions-hydatidiform mole and acute yellow atrophy of the liver.
One of the most controversial of the present-day theories concerning the origin of pregnancy toxemias is the "glycogen deficiency theory" which is, in brief, that an insufficient carbohydrate intake in the maternal diet plus sudden demands of fetal and placental growth cause a glycogen deficiency in the maternal tissues, especially in the liver. This process may be slowly progressive or have acute phases. One pertinent fact with regard to these metabolic studies is that in both the early and late toxemias of pregnancy the employment of glucose appears to be a very valuable remedy. There is good clinical evidence for the belief that this agent acts as a detoxicant, a diuretic, and to lower the blood-pressure.
The prophylactic treatment of pregnancy toxemias by adequate prenatal care is probably our greatest contribution to the therapy of these conditions. The recognition and treatment of the early symptoms have been shown to be unusually successful in preventing the severer forms of the disease. Pre-eclampsia and eclampsia demand more active treatment. If the baby is viable the termination of pregnancy in the most conservative manner available is advisable. If the baby is not viable or at the border-line of viability we may postpone emptying the uterus unless symptoms become alarming, treating the patient medically. Cesarean section under local anesthesia has an important place in certain cases when this method of operative procedure really becomes a comparatively conservative measure. Our recent knowledge of the toxic effects of inhalation anesthetics in these conditions should be borne in mind. In any discussion of pregnancy toxemias and their treatment it is essential to have in mind some simple classification of the conditions which make up this category. In general, the cases which comprise pregnancy toxemias may be conveniently grouped as follows:
1. Chronic Nephritis. Some damage to the kidneys before pregnancy has occurred and usually albumin in the urine and moderate hypertension are present. The course of toxemia is usually slow with sufficient warning of an impending serious outcome. However, acute nephritis, and conditions resembling pre-edampsia or eclampsia may occur with comparative rapidity.
2. Acute Nephritis. This may occur during pregnancy as well as at any other time of life. Pyelitis, exposure to cold, acute infections, focal infections, and exacerbation of chronic nephritis are all possible causes. Edema, headache, symptoms of pre-edampsia, hypertension, and albuminuria usually form the picture.
3. Pre-eclampsia. This is the immediate forerunner of eclampsia. All of the symptoms indicate that an eclamptic outbreak is imminent. This syndrome is well known. The hypertension and albuminuria are increased over the usual findings in chronic nephritis; visual disturbances, nervous phenomena (at times an outstanding feature), headache, precordial pain, and diminution in excretion of urine all enter the familiar picture.
4. Eclampsia. There is an exaggeration of all the foregoing phenomena with the addition of convulsions and coma. This striking condition needs no description; it is familiar to all. Pregnancy Anemias:
Much attention has been given of late to the pregnancy anemias. These have been conveniently separated into two groups, the so-called "physiologic" anemia, and the hemolytic anemia of pregnancy. However, as DeLee has pointed out, it is difficult to see how an anemia can be considered physiologic in pregnancy when it is pathologic at all other times. It is true that a large proportion of pregnant women show signs of anemia during pregnancy and that a small number present a hemolytic type which may be so serious as to threaten life. Probably, however, these are not separate processes but are a single entity differing in degree of severity and are due to some pathologic influence of a toxic nature.
These anemias of pregnancy have not been generally sufficiently emphasized, for since we have been more alert as to their presence, we have seen many cases which before would have been overlooked. Many of these cases are not discovered until during the puerperium when the lowness of the red count seems to be disproportionate to the amount of blood lost at delivery.
The true hemolytic anemia of pregnancy has been described as "an acute hemolytic anemia which occurs in women under 35 years of age, is due to pregnancy, progresses steadily without remissions to death or recovery and is curable by blood transfusions. In general, it may be said that the essential differences between this form of anemia and pernicious anemia are that the latter runs a course characterized by remissions, is not cured by transfusion, occurs usually after 35 years of age, and is predominant in the male. The hemolytic anemia of pregnancy is, as a rule, insidious in its onset, becoming more pronounced during the later months and in many cases reaching an acme shortly before labor." In a review of the literature Allan could find no record of recovery before delivery. It would seem, therefore, that therapy should include emptying the uterus, followed by transfusion. In the very occasional mild type the high nucleoprotein diet may be given a trial. It is my opinion, however, that when a progressive course has been demonstrated by successive blood pictures early emptying of the uterus and transfusion should be instituted.
Pregnancy and Disease:
The beneficial effects of modern therapy are seen in no more striking manner than in certain complications of pregnancy which but a few years ago were viewed with extreme pessimism. I refer particularly to heart disease, tuberculosis, and diabetes.
In heart disease complicating pregnancy we have learned the value of rating patients on a functional basis, the ability to perform physical exertion, rather than upon the pathologic state of the valves or the myocardium. We have learned to conduct labor with a minimum strain for these patients, with timely forceps interference, or Cesarean section under local anesthesia. In tuberculosis the marked changes in general treatment have made us more conservative in the care of the pregnant woman who has this disease. If the early case can have the proper, and I mean expert, care it is possible to carry her safely through to term. If, however, the patient's economic situation is such that proper care cannot be assured, hysterotomy and sterilization may be in order. One of the most striking changes in opinion and treatment of recent years has been seen in pregnancy complicated by diabetes. There is no question but that insulin therapy has entirely altered the outlook for the better in cases of pregnancy complicated by this disease. In the vast majority of cases there is no ground for terminating pregnancy and there is no reason why the birth of a live child may not be expected. Indeed, in most cases pregnancy does not seem to have any ill effects upon the diabetic condition. However, a note of warning is timely; experience has shown that even with modern therapy and insulin, in rare cases danger does exist and even in expert hands insulin may fail and interference become necessary. Although our therapeutic weapons in these cases appear adequate, to make the decision as to their proper use sometimes requires almost superhuman judgment.
Roentgenology in Obstetrics:
When we consider the great value of the use of Roentgen methods in the diagnosis and treatment of bone disorders it is obvious that its adaptation to certain phases of obstetrics is of importance. The application of Roentgen methods to obstetrical diagnosis, particularly as applied to abnormalities of the bony pelvis is a useful contribution.
As a result of recent studies I have become convinced of a number of things, among which is the fact that the ordinary methods of pelvimetry are not only inadequate for determining the true diameters of the superior strait, but in addition may be quite misleading. Our own studies have not only enabled us to determine these diameters with surprising accuracy but have also pointed out to us the incidence of certain "normal" variations in the shape of this plane of the pelvis. These variations have a most important influence on the course of labor and when it is realized that almost 50 per cent of all women have definite variations from the so-called normal or oval pelvis usually described in text-books, it will be seen that I am not exaggerating the importance of this knowledge. As a result we must classify anew the pelvis of the so-called normal woman according to whether the pelvis is of the oval or female type, the round type, or the anthropoid type. In the latter instance the usual relationship of the anteroposterior and transverse diameters is transposed, so that the anteroposterior diameter of the superior strait is longer than the transverse diameter. The incidence of occipitoposterior position in this latter type is about 75 per cent of cases and the incidence of the pelvis itself in a series of 135 consecutive primiparous patients was found to be 13 per cent. These studies have been so useful both in the management and the prognostication of the course of labor that I have no hesitancy in saying that roentgenometry of the pelvis should form part of the prenatal examination of every primiparous woman.
Another useful Roentgen technic which we have developed is that of measuring the fetal head in utero. In a given case of suspected disproportion we may therefore not only accurately measure the superior strait but also determine the occipitofrontal diameter of the fetal skull, and from this latter determination compute the important biparietal diameter with surprising accuracy. Furthermore, we have learned that the determination of the occipitofrontal diameter of the fetal head in utero will give an index as to fetal maturity, so that when the question arises as to fetal viability in a given case of toxemia we may avail ourselves of much useful information.
Space does not permit the discussion of many other contributions to practical obstetrics which are important adjuncts to our knowledge. If the discussion were to be continued it should indude such subjects as the new hormone tests for the early diagnosis of preg-nancy, the Piper forceps for application to the after-coming head in breech presentations, the value of the timely use of episiotomy and the perineal forceps operation, the use of the essentials of the so-called Potter technic in performing version with a sweeping condemnation of his advocacy of version in normal labor, and the intimate relationship between intracranial birth injuries and untimely obstetric operations or vigorous efforts at resuscitation of the newborn. These are but a few of the subjects that properly belong in such a discussion.
In conclusion, no commentary of recent developments in obstetrics would be complete without attention to the great development and importance of the place which scientific obstetrics is assuming in our modern civilization. As a people we are just beginning to realize that in the problems associated with race betterment the obstetrician occupies one of the key positions. We are becoming acutely conscious that he should be able to do more than conduct a satisfactory accouchement. Obstetrics itself is on a plane of medical endeavor which but a few decades ago could not have been dreamed of by those who were derisively spoken of as menmidwives.
Today, in the lay press, serious and thoughtful articles are frequently seen on such subjects as prenatal care, contraception, sterility, prenuptial advice, and mortality in childbirth. These are not only problems of widespread public interest, but they are the specific problems and responsibilities of the physician. In the whole field of maternal welfare it is the scientifically trained obstetrician and gynecologist who should assume a leading part in directing the effort.
